The premature interruption of psychotherapeutic treatments is a significant phenomenon, with rates that can be above 50%, although differences emerge among studies. In general, the variables related to the psychotherapists have a significant effect on the treatment and a greater extent than the situational variables. In this study a multi-method research has been conducted to test the situations of impasse ending in dropout and the relationship between these situations and the covert narcissistic dimension of the therapist. Each participant was administrated the Impasse Interview, asking the therapist to focus on a salient or recent dropout case, and the Hypersensitive Narcissism Scale. The linguistic analysis of the interviews carried out with T-Lab produced 4 thematic clusters. Furthermore, as for the covert narcissistic dimension, 11 therapists reported a score below the average (Group A) and 9 scoring in the average (Group B). Finally, the association between the four clusters and the two groups of therapists was investigated. The therapeutic alliance and the emotional reaction of the therapist, influenced by his narcissistic dimension, represent key variables for the outcome of the therapy.
Introduction
Like in pharmacotherapeutic treatments also in psychotherapies side effects are detected. Of course, the side effects are considered unwanted effects and the highest effort could be done in avoiding them. Curiously, the scientific literature about this topic suggests that the amount of unwanted effects of psychotherapies and of pharmacotherapies is very similar and ranges between 3% and 15% of cases (Berk & Parker, 2009; Boisvert & Faust, 2006; Jarrett, 2007; Mays & Franks, 1985; Mohr, 1995; Moos, 2005; Roback, 2000) . In order to identify the variables involved in negative process treatment, the distinction drawn by (Linden, 2013) among the unwanted events (UE) is useful. He distinguishes the treatment-emergent reactions (referred to any UE caused by the treatment); the adverse treatment reactions (referred to any UE that is probably caused by correct treatment); the malpractice reaction (referred to any UE that is probably caused by incorrect or improperly applied treatment); the treatment non-response (referred to the lack of improvement in spite of treatment); the deterioration of illness (referred the worsening of the illness during therapy or any other time in the course of illness). These are events that can be determined either by the patient or by the therapist or by their interaction.
More specifically, looking into the psychotherapeutic Article ness and its cost-benefit ratio (Garfield, 1986; Pekarik, 1985) . In a first important comprehensive review published in 1993, Wierzbicki and Pekarik have shown that the average dropout rate across 125 studies was 47%. More recently, the meta-analytic study of Swift and Greenberg (2012) has suggested that approximately one in every five clients still chooses to end treatment prior to its completion of psychotherapy. Even if a lower rate than what was estimated 20 years ago was found, the premature discontinuation and dropout are still a significant problem. While the effectiveness of psychological and psychotherapeutic treatment has been solidly confirmed by numerous studies (Kazdin & Weiss, 2003; Nathan & Gorman, 1998 , 2007 Roth & Fonagy, 1996 , 2004 , the same attention hasn't been given to the negative outcomes of psychotherapy or to unsuccessful psychotherapies. An analysis of the literature (Atwood, Stolorow, & Trop, 1989; Elkind, 1992; Grunebaum, 1986; Mordecai, 1991; Nathanson, 1992; Newirth, 1995; Omer, 1994; Pulver, 1992; Stein, 1972; Strupp, 1993; Taylor, 1984; Watkins, 1983; Weiner, 1974) gives an idea of the factors associated with the impasse at a more general level. Hill, Nutt-Williams, Heaton, Thompson, and Rhodes (1996) and, more recently, Kächele and Schachter (2014) , tried to aggregate them. A summary of these factors is presented below (in italics character are the key words of each factor to be considered). When referring to the patient we can consider: his pathology and diagnosis, which prevents him from being able to benefit from the treatment and the consequent administration of an unsuitable treatment; his constitutional factors and unwanted changes from his Ego with relapses in terms of personality disorder; his feelings, for example shame in addressing some issues related to cultural reasons. It should be noted that we are dealing here within descriptive psychopathological factors. On the other hand, when referring to the therapist we can consider: his countertransference or personal issues that interfere with their ability to adequately deliver therapy; patient transference perceived by the therapist or inappropriate gratification given to the patient and, in general, aspects related to transference and countertransference; errors of the therapist such as a wrong diagnosis, actingout, inappropriate interventions, collusion, pejorative communication or even the non-recognition of the goals achieved or reachable by the patient. These factors seem attributed in some way to the psychodynamic framework and are the background of emerging unsolved relationship problems of the therapist in impasse cases. Finally, we have to take into consideration some trans-theoretical factors such as real issues related to the situation or external, for example the death of a relative; the contrasts between patient and therapist caused by the respective periods of life, different personalities, theoretical orientation or ultimately personal issues and preferences; some problematic aspects of the therapeutic relationship, for example a rigid or unrecorded relationship or an infringement in the at-tachment bond; the failure to agree on the goals of the therapy or a failure in the communication of the same.
We would like to highlight that some of these latter factors are important aspects of construction of the therapeutic alliance. As detailed by Swift, Spencer and Goode (2018) , one of the more implicated concepts in the unsuccessful psychotherapies is the therapeutic alliance and, in particular, the therapist's ability to repair alliance rupture when they occur. In other words, the age, the level of antisocial behavior, the level of intelligence (O'Keeffe et al., 2018) or the intrapsychic functionality (Rubin, Dolev, & Zilcha-Mano, 2018) are certainly implicated in the premature termination of the treatment, but not in a unique way. The possibility to distinguish temporary rupture sessions from the dropout sessions referring to the amount and variety of the session content, the type of ruptures that occurred, and the frequency of positive therapist behavior (Soygüt & Gülüm, 2016) seem more useful than the variables pointed out above. On the other hand, different meta-analytic studies (Flückiger, Wampold, & Horvath, 2018; Horvath, Del Re, Flückiger & Symonds, 2011; Horvath & Symonds, 1991) have confirmed the robustness of the positive relationship between the alliance and outcome, and its displacement, more and more clear, from the patient to the psychotherapist. The challenge is to define in a fit way the variables coming from the psychotherapeutic part that represent mediation factors referring to alliance construction (Safran & Muran, 1998) .
Returning to the factors related to the therapist, we believe important to take into account not only his countertransference or emotional reaction to the communication or to the behavior of the patient (Heinonen & Nissen-Lie, 2019) , but also some specific personality traits. In this perspective, Stone (1961) provided a suggestive example when he has observed that some classical recommendation of the psychoanalytic tradition -as a famous metaphor of the mirror referring the abstinent rule -could be in perfect agreement with passive-aggressive or compulsive trait of the psychotherapists.
Indeed, the power and the efficacy of the classical techniques are influenced in-depth by the earlier dispositions of the psychotherapist. Some years ago, Henry and Strupp (1994) has shown that the presence of particular personality dimensions, such as the one denominated disaffiliated and hostile, could influence the building of the relationship between patient and the psychotherapist. Referring a previous study of Frayn (1992) , the authors underline that an attitude or a feeling based on fear, preoccupation or hostility in the psychotherapist enhances the premature termination of treatment or dropout cases. Finally, following Miller when she has affirmed that the narcissistic dimension is one of the main personality features in health workers like that of the psychotherapist (Miller, 1979 (Miller, , 2008 , we suppose that trying to help others gives one the sense of gratification to the Ego of those who provide that help. The narcissistic trait can be con- Dropout and narcissism sidered as support referred to health workers like future psychotherapist (Stella & Oasi, 1996) , but also as an implicated variable in job burnout (Schwarzkopf et al., 2016) . In our opinion, the therapeutic failures are an event that can test the therapist's narcissistic integrity. On the other hand, a high level of narcissism could harm good empathic attitude. We know that this data is empirically founded for clinical samples (e.g., Ritter et al., 2011) , but we also know that if the psychotherapist has an empathetic approach in relationship to the patient, he/she is sure that the psychotherapeutic work presents a basic element for developing the process of care in a suitable way. Kohut (1982) supports us in this opinion. These considerations thrust us to keep in considering the narcissistic dimension of the therapist's personality in the present research.
Methods

Research aims
The aims of the present study were: i) to investigate the main themes reported by the therapists when they talk about their experience on psychotherapy dropout and the possible correlation between therapist's narcissistic dimension and psychotherapeutic failures; ii) to analyze whether the therapists' language changes according to some personal (therapist's narcissism) and professional (therapist's orientation) characteristics as well as some dimension related to the therapeutic process (method of interruption; therapist's feeling about dropout).
Research hypothesis
Specifically, two main hypotheses have been formulated: i) is there an association between the construction of a good therapeutic alliance and the failure of the psychotherapy, starting from therapist's point of view? ii) is there an association between the (covert) narcissistic personality style of the therapist and the therapeutic failure?
Steps of research
2018, February -March. Participants recruitment. 2018, May -April. Conducting interviews and data collection.
2018, June -July. Data analysis.
Sample recruitment
The participants in this research were recruited through 3 methods: i) informal contact network; ii) web search engines, websites that aggregate profiles of mental health professionals such as psychologists and psychotherapists: https://www.psicologi-italia.it/ and https://www.guidapsicologi.it/; iii) social networks: https://www.facebook.com/ and https://www.linkedin.com
The participants were contacted both by telephone and by e-mail address. Later, an email was sent to the thera-pists contacted by telephone with the request of participating in the research with an interview de visu. For the others, the e-mail was sent directly with the request of participation. To avoid possible bias, detailed information on the research design was provided at the end of the meeting. Before the interview, each participant was asked to sign the informed consent form and was asked to record the audio of the interview. All the participants agreed to both requests. At the end of the interview, each participant was asked to fill in a self-report questionnaire.
Sample of therapists
The sample consists of a total of 20 psychologistspsychotherapists, where there are 14 female and 6 male; all participants were of Italian nationality. The average age is 43.4 years (SD=5.51) with a range of 34 to 58 years. All recruited participants are registered in the professional register of psychologists and have been annotated in the Register of Specialization in Psychotherapy for at least 5 years. The general sample is composed of 3 subgroups that differ according to the psychotherapeutic orientation: group 1 is formed by psychodynamic psychotherapists (N=6), group 2 by cognitive-behavioral psychotherapists (N=6), and group 3 by psychotherapists of other orientations (i.e., humanistic orientation or integrative strategic orientation) not related to the first two (N=8).
Dropout cases
The sample of patients examined in this survey and whose personal therapy ended with a dropout is of 20 subjects; of these 11 are female and 9 of male gender. Compared to the diagnosis, referring to the DSM-IV TR, 10 patients had a symptomatology attributable to Axis I, 9 patients to a disorder attributable to Axis II. For all patients the setting was the private study.
The average number of weekly sessions provided is 0.95; the number of sessions delivered ranges from 2 to 120 sessions (median=27; M=36.6; SD=31.57) for a period ranging from 0.5 to 30 months (median=7, M=11.75, SD=9.07). Sessions characterized by an impasse situation range from 0 to 30 (median=6; M=7.3; SD=7.45). Hill et al. (1996) have formulated The Questionnaire on Impasse into Individual Therapy, a self-report tool to compile paper and pen, developed from a review of the literature on stalemates in psychotherapy and from the Rhodes, Hill, Thompson, and Elliott questionnaire (1994) . The questionnaire retrospectively investigates a salient or recent case that occurred to the terminated therapist. The questionnaire consists of 4 sections: i) general information about the therapist, regarding his training and his psychotherapeutic orientation; ii) general information on the situations of impasse experienced by the therapist; iii) Article general information about the patient involved in recent or salient impasse situation; iv) in-depth analysis of the impasse with the chosen patient.
Instruments
Impasse interview
The definition of impasse proposed to the therapists was that of a situation of difficulty or stalemate that leads the therapy to become so difficult and complicated as to make it impossible to progress and to cause an interruption. Furthermore, the impasse situation was accompanied by feelings of anger, disappointment or sense of failure on the part of the therapist or patient.
For the present study, the questionnaire by Hill et al. (1996) was translated into Italian, revised by a graduate of Psychology and an English mother tongue, and culturally adapted into the Italian context. The original questionnaire was then reshaped into a structured interview with the same 4 thematic sections; no questions have been added or deleted from the Hill et al. (1996) . Hendin and Cheek (1997) have developed the Hypersensitive Narcissism Scale (HSNS) starting from the correlations between the H. A. Murray Narcissism Scale (Murray, 1938) and the compound measure of the hyper vigil (covert) narcissism of the Minnesota Multiphasic Personality Inventory (MMPI). The HSNS is a self-report tool composed of 10 items on the Likert scale (1=not at all, 5=very typical) that then specifically investigates aspects of the narcissistic personality on the vulnerable side; from the statistical analysis it was found to have a good internal reliability (Cronbach α=0.7). The Italian translation of the instrument (Fossati et al., 2009 ) was validated both on a clinical sample (N=366) and on a non-clinical sample (N=385). The values of the HSNS test for the clinical sample were M=31.03, SD=7.37, while for the nonclinical sample were M=27.93, SD=5.99. The results also showed a substantial internal reliability (Cronbach α=0.71) without gender differences for the clinical sample. In addition, for the non-clinical sample good reliability was shown (Cronbach α=0.69).
Hypersensitive Narcissism Scale
Data analysis
The questionnaire was analyzed performing statistical analyzes with SPPS 22.0 for Windows (IBM, Armonk, NY). Descriptive, correlation, and post hoc analysis were performed.
The interview was audio-recorded and then transcribed electronically using an online transcription software and its application (transcribe.wreally.com). The transcriptions were subsequently supervised in analogue mode. The verbatim of the interviews was analyzed with T-LAB (version 7.3.0; Lancia, 2004) , a word-driven Computer Assisted Data Qualitative Analysis Software (CAQDAS) that permit to perform several exploratory and interpretative analyses on the text to investigate its structure and meaning. Specifically, unlike a traditional paper-pencil content analysis, this mixed-method (i.e., quantitative and qualitative) textual analysis software consists of a set of linguistic, statistical and graphical tools for the analysis of the text and create, through several algorithms, different kind of new data that represents a synthesis of the text and required to be interpreted by the researcher. Thus, this software improves the rigor and reliability of the analyses (Lancia, 2004) . In particular, T-LAB allows the evaluation relations among words (i.e., lexical units) within an entire text (i.e., the corpus), or within specific sections of the text (i.e., the elementary context -that is, the segmentation of the corpus automatically done by the software, or the context units -that is, the segmentation of the corpus done by the researcher on the basis of some independent variables). In this study, the corpus was composed by 20 interviews. Before starting the evaluations, the corpus needs to be cleaned, following the rules of cleaning and adaptation of the text, as foreseen by the developers of the software. For the aims of this study, sections 3 and 4 of each interview were used, i.e. those that concerned the chosen case of dropouts in its general aspects and then specific with respect to what happened. Specifically, three different analyses were performed: the thematic analysis of elementary context, the correspondence analysis and the specificity analysis.
The thematic analysis of the elementary contexts allows to build a representation of the corpus content through the identification of significant thematic clusters (from a minimum of 3 to a maximum of 50): each cluster consists of a set of elementary contexts (i.e., sentence or paragraph) characterized by the same keywords patterns and is described through the lexical units and variables that most characterize the elementary contexts of which it is composed. The result of these analyzes allows a mapping of general or specific themes characterized by the co-occurrence of semantic traits.
The correspondence analysis allows to detect the similarities and the differences among the context units; in particular with respect to the words for categories of a variable with occurrence values. Similar to factor analysis, this analysis extracts a set of new variables (i.e., factors), each of them setting up a spatial dimension on the negative and positive endpoints: the elements (levels of variables and words) that are placed on opposite ends of the factor are most different from each other.
Finally, the specificity analysis allows the identification which lexical units are typical (i.e., statistically overused) or exclusive in a portion of the corpus identified by a categorical variable. Both the correspondence analysis and the specificity analysis are comparative analyses that allow to make a comparison among different segments of the corpus: the first one is possible only with variables that have at least three levels, while the second one can be performed also with two level variables. In our study, these following independent variables were examined: i) orientation of the therapist: psychodynamic, cognitive-be- 
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havioral and other orientations (three levels); ii) method of interruption of treatment: de visu (communicated during a session), mediated (through a telephone communication or with a mobile phone message) and none (interruption occurred without communication) (three levels); iii) therapist's feelings regarding the dropout: anger, sense of impotence/relief/sadness (four levels); iv) therapist's narcissism: group A (below the average) and group B (on the average) (two levels).
Results
Hypersensitive Narcissism Scale
The therapist sample was divided into two groups using as a parameter the value Test emerging from an Italian validation of the instrument (Fossati et al., 2009 ). The mean of the general sample was 20.75 (SD=5.69). Compared to the normative data of the non-clinical sample no therapist reported above average values (M=27.93, SD=5.99). The general sample was then divided into the 2 subgroups (A and B): group A was formed by the therapists who reported a score below the normative average (N=11) and group B composed by the therapists with scores in the normative average (N=9). Group A (Low Narcissism) were assigned the therapists who reported a score lower than 1.94 (M -1 * SD) and group B (Mean Narcissism) the therapists with a score included in Mean value ± SD.
Cluster analysis
The thematic analysis of the elementary contexts with the use of the measure of the cosine through the bisecting method K-means (Savaresi & Booley, 2001; Steinbach, Karypis, & Kumar, 2000) , implemented on the whole corpus of the 20 interviews, produced a 4 thematic cluster solution.
Cluster 1
Cluster 1, labeled Working Processes of Therapy, aggregates 92 elemental contexts of the 508 classifieds, which correspond to 18% of the variance (Table 1) . Some of the main lemmas of this cluster are: to work, effort, to make a mistake, frustration, relationship, bill. Those lemmas seem to refer specifically to the aspects of the therapist's work; in particular to the difficulties made known during the therapy.
Cluster 2
Cluster 2, labeled Therapist's subjective experience, aggregates 154 elemental contexts of the 508 classifieds, which correspond to 30% of the variance (Table 1) . From this cluster it seems to emerge issues related to personal experience of the therapist linked to the therapy, in particular it highlights both negative emotional experiences and perceptions. Therefore, the cluster is characterized by terms such as: to feel, anger, to betray, to mistreat, to forget, coping, own, and to get involved. Cluster 3, labeled Managing impasse and dropout, aggregates 132 elemental contexts of the 508 classifieds, which correspond to 25% of the variance (Table 1) . The third cluster seems to capture a different aspect of the therapist's experience with stalemate and disruptive situations; in particular the modalities with which the impasse and the subsequent dropout were tackled by the therapist. In this sense the most significant terms are: supervision, to talk, failure, diagnosis, to learn, mistake.
Cluster 4
Cluster 4, labeled Therapeutic alliance and relationship, aggregates 130 elemental contexts of the 508 classifieds, which correspond to 27% of the variance (Table  1) . From this fourth and last cluster it appears to emerge the crucially of the theme and the aspects related to the construction of the therapeutic alliance (therapeutic alliance, good, to function) and in general of the therapeutic relationship (trust, to trust, troubles); in particular, the ambivalence and difficulty of managing the impasse are underlined. Finally, the presence in this cluster of terms such as drugs, symptom, anxiety, panic attack may refer to the influence on the therapeutic alliance of both the prescription of a pharmacological support and some symptomatic manifestations.
We proceeded with the analysis of the distribution of the 4 clusters among the different levels of the therapist's narcissism variable. Group A is explained for its 20% variance from cluster 1, 32.1% from cluster 2, 26.2% from cluster 3, and 21.7% from cluster 4. With reference to Group B the variance is explained at 16.4% from cluster 1, 28.7% from cluster 2, 25.7% from cluster 3, and 29.1% from cluster 4.
Correspondence analysis
The correspondence analysis, aimed at comparing different segments of the corpus, was performed for the orientation of the psychotherapists, method of interruption of treatment and therapist's feelings regarding the dropout variables (test threshold value for significance ±1.96).
Orientation of the therapist
The correspondence analysis for the orientation variable showed two factors explaining respectively 52.23% and 47.77% of the data variance (Figure 1) . With respect to the first factor (horizontal axis) the negative factorial polarity shows a test value for the cognitive-behavioral orientation of -29.06, referring lemmas such as difficulty, goal, challenge, and treatment. For the positive factorial polarity, the value of the test for the psychodynamic orientation is 17.52 and for others is 13.64, referring lemmas such as dynamic, need, countertransference, and disappointment. The correspondence analysis with respect to the vertical axis shows a test value for the psychodynamic orientation of -23.27 and cognitive-behavioral orientation is -7.05 for the negative factorial polarity, referring lemmas such as dynamic, patient, cbt, desire, and dependency. The test value for the others orientation is 25.53 for the positive factorial polarity, referring lemmas such as other, message, to end, and question.
Method of interruption of treatment
The correspondence analysis for the method of interruption of treatment variable showed two factors explaining respectively 52.62% and 47.38% of the data variance (Figure 2) . With respect to the first factor (horizontal axis) the negative factorial polarity shows a test value for the no communication mode that is -23.12 and for the mediated Dropout and narcissism mode is -8.08, referring lemmas such as you, goal, to betray, and to devalue. For the positive factorial polarity, the value of the test for the face-to-face mode is 29.24, referring lemmas such as face, to happen, period, and reaction. With respect to the vertical axis, the negative factorial polarity produces a test value of -28.22 for the mediated mode, referring lemmas such as message, to see, personality, and problem. For the positive factorial polarity, it produces a test value for the no communication mode of 19.34 and for the modality face-to-face of 9.25, referring lemmas such as to pay, to betray, email, and psychotherapist.
Therapist's feelings regarding the dropout
The correspondence analysis for the therapist's feelings variable showed two factors explaining respectively 34.93% and 32.98% of the data variance (Figure 3) . With respect to the horizontal axis, the negative factorial polarity produces a test value for sadness of -16.72 and -14.30 for sense of impotence, referring lemmas such as to contact, to mistreat, trauma, and young; for the positive factorial polarity the value of anger test is 28.87, referring lemmas such as anger, to pay, to devalue, and to upset. With respect to the vertical axis, the negative factorial polarity produces a test value of -27.86 for relief, referring lemmas such as dependency, unpleasant, diagnosis, and to send; for the positive factorial polarity it produces a test value sadness of 11.53 and for anger of 9.25, referring lemmas such as to devalue, anger, trauma, and trust.
Specificity analysis
The specificity analysis, performed for the therapist's narcissism, revealed that the prevailing feelings of the therapist regarding the dropout were for Group A of sadness, while for Group B of relief, anger and a sense of impotence. Table 2 shows the results relative to Group A and Group B compared to the typical lexical units; the first ten significant headings are listed with the chi -square (threshold value χ²=3.84, df=1, P< 0.05) for each group.
Discussion
The dropout is a frequent occurrence that every psychotherapist has faced. There are various ways to deal with it. Generally speaking, our results indicate that some psychotherapists have reflected much on their mistakes and retraced the whole path taken with the patient, others turned to colleagues requesting supervision, and others have reconsidered the quality of the close therapeutic alliance with the patient. Indeed, the dropout experience activates specific emotional reactions, mainly characterized by devaluation or angry feelings, and leave a significant reminiscence in the therapist.
More in detail, the cluster analysis conducted in the present study confirms that the therapeutic alliance plays a fundamental role in the development or in the premature termination of the treatment (Safran & Muran, 1998; Safran, Segal, Shaw, & Vallis, 1990) . Cluster 4, labeled Therapeutic alliance and relationship explains the 27% of the variance. It seems a trans-theoretical factor not influenced by the therapist orientations. Cluster 2, labelled Therapist's subjective experience, refers to the other important aspects implicated in the premature termination of the treatment. It explains the 30% of the variance suggesting an important part played by the specific emotional reactions of the therapist (Maggio, Molgora, & Oasi, 2019; Tanzilli, Muzi, Ronningstam, & Lingiardi, 2017) . In particularly, already in cluster 1 we have found lemmas such as mistake, frustration, interruption, that lead us to think that the psychotherapist perceives the experience of the dropout as a turning point, without the possibility to Article start over his job with that specific patient. This failure elicits probably different effects: an adequate and rational reaction, connected with the cluster 3 and linked to the supervision situation and its goal (Ogden, 2005) . The therapist wishes better knowledge and understanding of the possible reasons of the dropout. Next to this, a specific feeling, reported in the lemmas gathered in cluster 2, such as to feel, anger, to betray, to mistreat, to forget, and that have to be reconnected to a specific dropout situation. In other words, the cluster analysis shows both elements related to the dropout situation, in particular with respect to the management of the therapeutic alliance, and to the purely emotional sphere. Finally, the implication of the introduction of the pharmacotherapy or of the other external intervention like psychiatric consultation in treatment is remarkable and well highlighted in the results of cluster 4 (see terms such as drugs, symptom). We can also suppose, according to Stone (1961) and to Henry and Strupp (1994) , that the emotional reaction of the therapist is related to his mental condition and that the dropout cases could elicit or could mark some unsolved relationship problems in the therapist. In particular, considering the narcissistic dimension of the therapist, the analysis of the distribution of the 4 clusters among the different levels of these dimensions show that an average level of narcissism allows a better sensitivity towards the therapeutic alliance and the relationship. The delta value is remarkable: 21.7% for group A in comparison to 29.1% for group B from cluster 4. Although the results related to narcissism are not enough to prove the existence of a cause-effect relationship between the presence of the therapist's narcissistic traits and the higher or lower rate of therapeutic failures, it is possible to notice a trend line. We refer to the greater sensitivity towards feelings of sadness in psychotherapists who have low levels of narcissism (covert) emerged in the specificity analysis. This confirms that psychotherapeutic is an emotionally demanding kind work. In turn, this could endanger the psychic balance of narcissistically vulnerable clinicians or, in contrast, increase defensive narcissistic attitudes (Gale, Hawley, Butler, Morton, & Singhal, 2016; West, Dyrbye, Erwin, & Shanafelt, 2016) .
Compared to the variety of emotional reactions (sadness, sense of impotence, anger, and relief), the correspondence analysis shows a contrast between psychodynamic approach and cognitive-behavioural/other approaches. Typical lemmas of psychodynamic approach are disappointment, need, desire, countertransference, and psychotherapist; on the contrary, typical lemmas of cognitive-behavioural/other approaches are goal, challenge, treatment, and patient. The meaning of these different key words leads us to two different perspectives for reading the situation: one more focused on the conductor of the treatment and on his mind; the other more focused on the psychotherapeutic situation and its technical problem. This result supports the hypothesis that the psy-chotherapist's orientation could be kept into consideration as predictive reaction in front of dropout cases and could cause a specific emotional reaction in relationships with difficult patients (Roos & Werbart, 2013) or in front of a different psychopathology (Lopes, Gonçalves, Sinai, & Machado, 2015; Swift & Greenberg, 2014) . Through the correspondence analysis we can also suppose that the method of interruption of treatment is tested in different ways within a continuum that goes from to devaluate to to happen by each therapist. In any case, the dropout case represents an important event in the clinical practitioner.
Conclusions
Some limitations may be found in this study. First, the small sample as well as the sample recruitment process: the psychotherapists who decided to take part could have probably a less negative experience of their failure. Furthermore, we have distinguished the psychodynamic and the cognitive-behavioural orientations, putting together all other approaches. Further research is needed to better understand the specificity of different orientations. Another limit is due to the dropout case is a past event on which memory bias is unavoidable and hardly insurmountable. Future studies should assess whether these findings are confirmed, controlling, for example, for the timing in which dropout (the last?) occurred and how many dropouts have been experienced by the therapist. Finally, although the therapist's point of view is usually less investigating, and this represents a value of the present work, it would also be desirable to investigate the patient's point of view, to check convergences or divergences from the psychotherapist's one. All these elements do not permit to generalize the affirmation reported above and more extensive studies will have to be made to support our findings. 
